SUMMARY Two rheumatologists made judgments about 'current disease activity' in real patients and 'paper patients' with rheumatoid arthritis. Analysis 
Clinicians differ in the importance they claim to attach to measures of disease activity in rheumatoid arthritis,' but it is not known whether their stated opinions reflect actual practice when making clinical decisions about patients. Using ' Table 1 together with VAS judgment scores for both real and 'paper' patients and including duplicated judgments for some of the 'paper patients'. There is good agreement between scores for real and the equivalent 'paper patients when judged by the same clinician, and between the duplicated judgments, as has been observed previously.' The models were based on all the judgments made by each clinician (28 judgments by Doctor A and 21 by Doctor Fig. 1 as the relative contribution to R2. The doctors' own scores for the importance of the cues are also shown.
Discussion
Judgments based on paper patients have been shown to agree closely with face-to-face judgments made on the real patients from whom the data were obtained,' and it is therefore reasonable to assume that the paper policies calculated here model actual practice policies. The policy models contain only 3 cues but explain 95% and 94% of the variance in clinical judgments of the 2 physicians. These remarkably high proportions indicate that most of the information required to arrive at the judgments has been included in the models. The surprisingly small number of cues or clinical variables is consistent with other work in the social sciences2 and medicine4 showing that, in general, very few cues are needed to describe judgment policies adequately. Even so, the policies of the 2 clinicians are quite different. That of Doctor A can be described largely by the contribution of the articular index, whereas for Doctor B the patients' global assessment is most important. Similar results have recently been obtained in diagnosis of the severity of depression by general physicians4 and psychiatrists by Fischetal.5 using hypothetical patient data, and were foreshadowed by a brief early report in rheumatology.6 The models derived from the doctors' actual decisions and the relative importance of the cues as seen by the doctors themselves (Fig. 1 ) also differ. For Doctor A, early morning stiffness and global assessment by the patient appeared strongly in his own perceptions but did not appear at all in the judgment model, and for Doctor B the same was true of pain and early morning stiffness.
Given only the similarity of the doctors' own beliefs about their clinical behaviour we should find it difficult to discover why they differ in their assessments of some patients. The models based on their actual judgments of cases on the other hand allow a better insight into their areas of disagreement. The intention here has not been to specify a 'correct' policy but, after identifying the reasons for disagreement, to make possible rational discussion of their importance and implications.
In this study the 2 clinicians made judgments on many common patients. It is not necessary, however, for judges to review the same cases when comparing computed policy models, only for the subsets of cases to be broadly similar. Within this limitation judgment policies can be compared even if there are no cases in common. In this way the clinical decisions of different investigators-for example, in a multicentre drug trial-can be analysed, and by identifying systematic differences in assessment policies between centres disparate results from similar investigations may be explained and used more effectively. 
